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FRAMING THE QUESTION 


During the heyday of Christian pastoral counselling in America, many 
of its teachers and practitioners were hostile to the disciplines of 
theology and theological ethics, on the ground that these tended to 
obscure and undermine the value-neutrality of pastoral counselling 
both in theory and in practice. This outlook was undoubtedly exported 
to Britain where it has exercised a by no means negligible influence. In 
more recent times,the pastoral counselling community has tended to 
mute its criticism, by asserting that theology and ethics are alright in 
their own contexts but are largely irrelevant to pastoral counselling by 
virtue of their formality, abstraction, technicality and dogmatism. A 
degree of confusion has been caused, in this connection, by Christian 
pastoral counselling’s quite widespread use of the term ‘pastoral 
theology’. But this does not refer to theology in its usual sense but to 
the body of ideas, methods and values which constitute the therapeutic 
practice. 

Nonetheless, it was recognised from the outset that, if Christian 
pastoral counselling became too dismissive of theology and ethics, the 
former could easily lose its claim to Christian identity. This was 
recognised as a danger by, for example, Seward Hiltner who deserves 
more credit than he has been accorded for his exploration of 
theological ethical perspectives (1). Despite the presence of theological 
content in some such writers, the impression is gained, by and large, 
that theology and ethics could only be admitted into pastoral 
counselling if they confirmed pastoral counselling’s values, methods 
and conclusions. Theology, especially, was not expected to take 
initiatives or to broach criticism. 

Ethics has been welcomed in one sense. In common with other 
professions, Christian pastoral counselling has found it necessary in 
recent years to pay attention to the matter of codes of conduct and it 
has sometimes called upon Christian ethics to supply elements of 
professional guidelines. But the use of ethics in professional codes is a 
far cry from ethics being allowed to probe the inner contents and 
dimensions of pastoral counselling. 

Likewise, in some circles there has been evidence recently of a 
rapprochement between theology and pastoral counselling. In some 
cases this appears to be a response to a ‘bad conscience’ on the part of 
Christian pastoral counselling. A notable, if somewhat unrepresen¬ 
tative, figure is Thomas Oden (2) who has arranged his own public trial 
and has written much to mark his change of heart. But, in the changed 
theological climate which we now inhabit, there is a grave danger of the 
pendulum swinging too far in the opposite direction, as theology is 
employed to undergird a dogmatic and anachronistic pastoralism. 

One of the relatively new areas to which secular and Christian 
pastoral counselling today pays attention is that of the so-called new 
reproductive technologies (NRTs). Though there are differences of 
opinion as to which procedures exactly belong to the NRT, it is 
appropriate to recognise a turning-point in the birth in 1978 of the first 
in vitro fertilisation baby, followed some years later by the Warnock 
Report, by well-publicised cases of surrogacy, and by parliamentary 
debate and legislation. But if, for example, the Warnock Report is 1 



analysed for its remarks on counselling in respect of the NRTs, so its 
recommendations are on closer inspection shown to be somewhat 
elusive. A complicating factor, which Warnock did little to resolve, has 
been the centrality now accorded to the theory and practice of consent. 
It is not necessary at this stage to consider that background to this 
development. I simply want to observe that there is evidence of overlap 
between counselling and consent, and that consent, in the form which 
it has taken, has been required to sustain an ethical function much 
weightier than that for which it is equipped. So, despite the frequent, 
rather rhetorical appeals to ‘consent’ in respect of the NRTs, there is 
not much clarity about its relation to ethics and counselling. This 
obscurity has serious implications. 

The NRTs belong, as far as ethics is concerned, to what is variously 
called bioethics, medical ethics or health care ethics. Whatever the 
terminology, a philosophical bioethics has emerged, of secular 
character, making use of formal categories such as autonomy, 
beneficence, and so on. In the early days, Christian theological ethics 
played a seemingly influential role in bioethics. Examples can be 
noted, on the Protestant side in Paul Ramsey, and on the Roman 
Catholic side in Richard McCormick. Subsequent developments have 
shown that these early theological initiatives have presented problems. 
The use of the Bible in this context is internally suspect in the light of the 
critique mounted by historical-critical and other methods, and 
externally suspect because a knowledge of the Bible and Christian 
tradition is no longer a common cultural possession. The tradition of 
natural law ethics in respect of bioethics is, in turn, internally suspect 
because of the problems attending the articulation of primary and. 
secondary precepts when historical and cultural conditioning are 
taken into account, and externally suspect in the light of the 
secularisation of natural law theory in the Enlightenment and after. 

But, on the other hand, the philosophical ethics which has seemed to 
afford a common parlance free from obscurantism and which has 
apparently been somewhat successful in achieving a consensus with 
which it might enter into professional relationships with medicine and 
law, has recently come under increasingly severe criticism. In a 
searching analysis, Parsons, for example, has drawn attention to the 
formality and abstraction of that style of ethics, to its overly rationalistic 
account of decision-making, and, in its portrayal of moral agency, of 
the need to withdraw the individual from ‘the facts of life — namely the 
personal relationships, social roles and biological experiences that 
seem also to be an important part of being human’ (3). This kind of 
philosophical ethics distinguishes sharply between the public and the 
private realms, concentrating on the former about which only the 
general principles can be constructed. Given this background, it is not 
surprising if the categories of consent and counselling in bioethics 
draw upon the formalistic character of the philosophical ethics in 
question, and exhibit an acute wariness of more existentialist and 
personalist considerations, which could bring public and private 
realms closer together, and which could take account of the unity of the 
human person. So this empirical wariness is misplaced. It fails to 
recognise that this philosophical ethics is of course profoundly marked 
2 by its particular historical circumstances. Four background features of 



the American bioethics deserve brief mention in this context. First we 
see, in a relatively new democracy, of many races, languages and 
cultures, the importance of the civil institutions of the law, namely the 
courts, having the function to resolve disputes. Hence an ethics has to 
emerge which is congruous with legal criteria and procedure. Second, 
and related to the first point, is the emergence of medical litigation on a 
massive scale. Third, though the philosophical ethics, in its formality 
and abstractness mentioned above, treats all as equal, in fact the 
society has been racist and sexist in a deeply rooted way. Fourth, this 
ethics has developed in such a way as fundamentally to affirm the 
growth of medical technology that it often proves itself unaware of 
technology as a value-system, a politics of control. 

I shall devote a good deal of space in this essay to one of these 
features in particular, namely the relation of sexism, or androcentric 
culture, feminism, and bioethics in Britain. Some preliminary comments 
on the feminist contribution are necessary. 

I have formed the impression, in trying to keep in touch with the 
literature over the last few years, that the feminist critique of the NRTs 
in Britain has not gained a participant-status in the public, political and 
scholarly debates. There is in fact no shortage of material on feminist 
bioethics. Does this lack of involvement represent a conscious feminist 
choice for separation? Is it because the feminist writers see their 
strategy to be that of first winning the hearts and minds of women? 

Does there prevail a public stereotype of feminist ethics dictated by the 
perception that feminists demand unlimited abortion and that that is 
that. What is missing, then, is not valuable feminist material so much as 
debate. 

I want to bring to the argument of this essay some of the feminist 
critique of the NRTs which challenges both the dominant bioethics and 
the dominant ‘male’ medical ‘establishment’ upon which much of that 
bioethics rests. Then I want to use this critique as a means of probing 
the theme of consent and counselling which is one of the topics of this 
essay. In addition, I want to touch briefly upon theological implications 
which seem to follow from this feminist ethical critique. 

Including this introduction, the essay is divided into six sections. The 
next, and second, section offers an account and an analysis (mine, not 
his) of Gordon Dunstan’s progressive ethical change of mind, over a 
period of roughly twenty-four years, on the subject of artificial 
insemination by donor. What is of interest to me in the present context 
is not the change of mind as such, but rather the factors and 
judgements which precipitated that change of mind. Dunstan moves 
from a stance of outright opposition to AID, couched in no uncertain 
terms, to an attitude of frank acceptance —his expectations for the 
medicalisation and institutionalisation of AID being almost entirely 
catered for in the recommendations of the Warnock Report. In the third 
section I trace a journey in reverse undertaken by some feminist 
writers over a similar period where a mainly positive attitude to the 
prospects of artificial fertilisation yielded place to a more negative 
response — though with internal differences —to those technological 
possibilities. In both the third and fourth sections I have set myself the 
task of compressing two long and tangled stories into a small space. 
Inevitably some gross over-simplification is involved, but not (I believe) 3 



so much as to render the significance of the two journeys incomprehen¬ 
sible. The journeys vividly high-light the contrast between the feminist 
and the mainstream male Christian ethicist. In the fourth section, I turn 
to consider very briefly two further areas of analysis, concerned with 
language and image, which give further entry to the feminist response 
to the NRTs. In the fifth section I engage in a short analysis of The 
Warnock Report’s handling of consent counselling and explanation. 
Finally, in the sixth section, I bring together the themes of counselling, 
consent and ethical analysis, pleading for a much more developed and 
pervading presence, in the institutional world of the NRTs, of the last of 
these. 

GORDON DUNSTAN’S CHANGE OF MIND 

In this and the next section I describe and contrast two sequences of 
changing attitudes to so-called NRTs. These are the changing 
approach to AID, from 1960 to 1984, on the part of the distinguished 
Anglican moral theologian Gordon Dunstan, and the changing 
approach to IVF on the part of some feminist writers from the mid 
1950s to the mid 1980s, with special attention to Jalna Hanmer. 

The Archbishop of Canterbury’s 1948 statement on AID had judged 
the practice to be a breach of moral integrity on the part of all 
concerned. He accused the AID doctor of playing God. In 1958 the 
Lambeth Conference reached a similar conclusion. ‘Artificial 
insemination by anyone other than the husband raises problems of 
such gravity that the Committee cannot see any possibility of its 
acceptance by Christian people’ (4). The (Feversham) Department 
Committee on AID was set up in the same year as Lambeth. Dunstan 
was one of the signatories to the Church of England evidence to 
Feversham. That evidence condemned AID as immoral but declined to 
recommend that it should be proscribed by the criminal law. In a 
separate communication within the Anglican evidence, the Archbishop 
of Canterbury did recommend proscription. The assumption of most 
of those concerned was that, if left alone, the practice of AID would 
probably not increase. They were mistaken. 

Dunstan first addressed himself individually to the subject of AID in 
almost simultaneous publications, namely in his 1973 essay in a CIBA 
symposium and in his 1974 book The Artifice of Ethics. 

The former piece, 'Moral and Social Issues arising from AID’, admits 
AID into ethical discussion ‘as a matter of personal morality for the 
medical practitioner; and of such social importance as to be 
cognisable at law and to require the attention of legislators’ (5). 
Dunstan makes the point — which he will repeat — that adequate 
discussion of AID at these different levels has actually been made 
more difficult ‘because the practice has developed in ways unforeseen 
and unprovided for by law’. In that spirit, he recommends the removal 
of certain ‘social and legal inhibitions’ relating to AID, namely 
registration of birth and illegitimacy. Dunstan forsees provision of a 
genetic register which would, among otherthings, ‘provide material for 
an objective assessment of the practice’. To look at the matter 
thoroughly ‘would require that the whole ground covered by the 
Feversham Committee be worked over again, in the light of advanced 
4 knowledge and medical technique, and of such consequences as have 



been, or can be, surveyed’. 

Dunstan accepts here that a woman’s request for a medical 
intervention to let her bear her own child carries considerable weight. 

But it cannot be an absolute claim if it is at the expense of ‘invading 
unacceptably other interests in society’. Such interests are those of the 
AID child, the marital relationship, and the donor. The questions of 
concealment from, or disclosure to, the child must raise doubts about 
the medical claims that AID is generally beneficial. Dunstan does not 
reach a conclusion on this score. But he feels that the moral imperative 
must rest with the AID medical practitioners to ‘promote authoritative 
studies in this field as a condition of the continuance or extension of 
their work. 

One of Dunstan’s central concerns in this essay revolves around the 
marriage-relationship. The chief ethical principle has been focussed 
on the ‘nexus between the begetting and conception of children and 
the shared or common life of the marriage and the family’. Granted this 
almost invariable Western moral tradition, the conception of a child by 
semen from a man other than the mother’s husband was only possible 
by means of an adulterous sexual association. The tradition did not 
discuss the ethics of fertilisation by another man, which could not have 
been regarded as adulterous because such fertilisation was not 
possible! But, in the light of modern knowledge and new techniques, 
there are now two ways of looking at the matter. Dunstan’s articulation 
of these alternative ethical approaches deserves quotation. ‘Persons 
who hold that the nexus between marriage and begetting is inescapable 
and exclusive... will repudiate AID even though the insemination 
does not involve the act of adultery’. ‘Those, on the other hand, whose 
concept of the nexus ends with the physical congress of husband and 
wife, and who regard the semen of a third party with detachment as a 
mere fertilising agent whose product in conception imports nothing 
alien into the marriage relation, would feel free, for themselves, to 
accept AID as a remedy for the infertility of their marriage’ (6). 

Dunstan rests his ethical analysis of AID not on the benefits which 
may flow from it, nor on the neighbour-love which may impel it, but 
upon the nature or status of the act performed. On this basis, he 
contends that AID is ‘a less than human act’. 

But Dunstan sets the severe judgement in a broader framework of 
ideas — one, in fact, which can allow for the development of the ideas 
under discussion. ‘Two sorts of inheritance are in the hands of human 
beings, — a genetic inheritance and a cultural-humanistic inheritance’. 

The ethicist, among others, is concerned with the relationship between 
the two. It is proper to bring the genetic inheritance into the sphere of 
human manipulation as long as one does not do violence to certain 
human interests. Thus far Dunstan treads a conventional path. He 
continues: ‘It is also proper to try and improve the cultural-humanistic 
inheritance. But in a technological era, the tendency will be that, the 
greater the powers of manipulation conferred by science in respect to 
the genetic inheritance, the greater may be the threat to the cultural- 
humanistic inheritance. This risk must be jointly scrutinised by 
scientists and ethicists’. 

In this sober statement, however, a significant observation is set in 
brackets. It comes at the point where Dunstan is discussing the 5 



cultural-humanistic inheritance, which is still evolving and which, like 
the genetic inheritance, can also be improved if the right criteria for 
improvement are stablished. The bracketed sentence reads this: the 
Christian looks to the future for those criteria, rather than, as is often 
supposed, to the past’. This eschatological perspective on criteria is 
not easy to grasp, since Christian theology, through its long history, 
has chiefly appealed to ethical and doctrinal norms drawn from the 
past Though Dunstan judges, in this context, that AID is a less than 
human act, yet that judgement must be provisional because spouse(s), 
scientists, doctors and others may through their different forms of 
experience, practice, research, in the future perceive and develop 
criteria which do protect, and even enhance, the essential interest 
involved. 

Further light is shed upon Dunstan’s emergent style of moral 
reasoning in the CIBA essay by a section in The Artifice of Ethics (7). In 
this passage Dunstan compares and contrasts the work of two 
Christian ethicists, Paul Ramsey and Bernard Haering. Ramsey, on the 
basis of a strongly convenantal theology, and often in the face of the 
well-established codes of medical ethics, attacks not just the work 
which geneticists and embryologists are now doing, but also the 
procedures which, he believes, might develop out of present work. 
Dunstan comments: The strength of Ramsey’s work lies in his 
reference to declared and fundamental principles grounded in his 
theology and in the tradition of medical ethics’. But, according to 
Dunstan, Ramsey’s standard of unacceptable risk ‘would appear to be 
so high as to prohibit, not only medical research, but medical 
treatment as well’. ‘Where Ramsey stands before the medical 
investigator with literally protestant "thus far and no further”, Haering 
is prepared to sit down and discuss with the investigator how far 
forward they can go together’. Haering contends the biological 
processes normally serve the good of the total human person; when 
they do, they are to be followed and extended; when they do not, it is a 
human duty to experiment, to search out the means to improve them. 
Haering holds the truth of human nature, in its fullness, ‘has yet to be 
realised’. Medical research and interventions are means, within their 
relevant sphere, towards bringing it into being. Thus, today’s doctor is 
less a ‘servant of nature’ than a creative manipulator. Dunstan leaves 
us in no doubt that, of the two approaches, he favours Haering’s. 

The next stage in Dunstan’s discussion of AID is found in a 1975 
article. This article is part of a symposium where Dunstan is 
responding to questions raised by others; it is not therefore a context in 
which he can greatly develop his views (8). 

Dunstan confirms with new examples his view of the way in which 
experiential aspects of the practice of AID can cloud the ethical 
judgement. This is a response to Frankel’s reference to human semen 
banking as an ‘experimental technique’. The same point is made about 
donors in respect of the transmission of diseases and abnormalities. 
Yet another similar factor is the question of the payment of donors. 
Dunstan is clear, on principle and utilitarian grounds, that payment is 
not to be encouraged. Again, the problem of the criteria for the 
selection of donors is rendered more difficult by isolated practitioners 
O not publishing their findings because of the necessary cloak of secrecy 



covering the entire practice of AID. 

In this article Dunstan remains largely negative about AID. He 
observes that ‘the procedure itself is already ethically so complicated’. 

He directs a wry comment to donors: ‘Freely you have received, freely 
give — if give you must’. There are also signs that Dunstan is shifting 
ground in respect of the usual claim that the husband-wife relationship 
is the central ethical issue in AID. ‘The more one reflects upon the AID 
transaction, the stronger the conviction grows that it is about the donor 
that the most searching ethical questions must be asked; and then 
about the doctor’s use of him as an accomplice in his deed’. The article 
ends with an appeal, even stronger than that in the CIBA essay, for the 
setting-up of a new and expert body to do again, with thoroughness, 
what Feversham tried to do in 1960. The way forward is then for 
legislation to ‘protect serious, personal, professional and social 
interests’. 

One of Dunstan’s fullest ethical treatments of AID occurs two years 
later, in 1977, in a RCOG symposium (9). In a systematic manner, he 
discusses the object of AID, its circumstances (marriage, the law, 
secrecy, the donor, the practitioner) and motive. I confine myself to 
noting developing and new features of his argument. 

Dunstan writes with approval of evidence that one of the 
circumstantial changes for which he had earlier called had now taken 
place. This was Professor E.M. Symonds’ report that, in his 
Nottingham University practice, integrated with the National Health 
Service, he was incorporating ‘all the requirements of a scientific 
assessment of the practice (of AID) and its results'. Dunstan also notes 
approvingly that the RCOG Study Group had urged the necessity for a 
common protocol of assessment for AID. 

In discussing the marital relationship and while repeating that the 
normative views in Western culture up to the present has been that of a 
strong and exclusive nexus between marriage and begetting, so that 
an invasion of the marital bond ab extra is wrong, Dunstan now softens 
his previous judgement. First, he refers to where, after making a 
common decision, husband and wife consent to insemination. The 
couple exhibit a particular understanding of their marital relationship, 
namely that, though they have covenanted together in sickness and in 
health, this covenant does not preclude them from seeking to remedy 
sickness. Given our now common expectations of medical 
intervention, the couple sees no departure from principle in seeking an 
available medical remedy for infertility. This is Dunstan’s most 
sympathetic presentation to date of an alternative to the ‘strong and 
exclusive nexus’ argument. Second, he qualifies his 1973 view about 
the degree of obedience that Christians should pay to the moral 
teachings on AID by the churches, inasmuch as the churches ‘vary 
from reticence to reprimand in articulating their adverse judgements’. 

Third, on secrecy to the child about her or his AID origins, which, for 
Dunstan, is another of the unresolved circumstantial factors which 
cloud moral judgement, he had in 1973 called for authoritative studies, 
but had said no more. Now, in 1977, after expressing his own 
ignorance and inexperience about the matter, he asserts: ‘in a 
changed legal context, and in a society more accustomed to open 
discussion of medical intervention even in the genital relationship.it 7 



should in theory be more possible to tell a child the truth without risk of 
harm’. 

It is, therefore, not surprising that at the conclusion of this 1977 essay 
Dunstan openly admits to a change of attitude. On the one hand, he has 
still formulated ‘sharp judgements’ and ‘negative implications’. On the 
other hand, he says: ‘the author knows, too, how far he has moved 
since 1960 when he put his pen to the memorandum of evidence given 
to the Feversham Committee on behalf of the Church of England — 
evidence which has helped to perpetuate... that state of legal limbo 
which he now deplores’. ‘But’, Dunstan admits, 'we need not be bound 
for ever to that past’. He adds: ‘the moralist is free to move, is under 
duty to move, but always so as to keep the sinews of the moral problem 
taut. In doing this, he appreciates how much he owes to those in the 
practice with whom he holds the ring’. This last sentiment presumably 
refers mainly to medical and scientific colleagues with whom Dunstan 
is involved. 

Dunstan contributed the entry on AID to the first edition of the 
Dictionary of Medical Ethics which appeared in 1977 (10). Some of 
Dunstan’s arguments parallel his ‘new’ thinking expressed in the 1977 
RCOG essay. 

In presenting the familiar case for the ‘strong and exclusive nexus 
between marriage and begetting’, Dunstan states that, for those who 
hold this view, the invasion of the nexus ab extra is morally wrong ‘even 
though’ exta-marital conception can now be achieved without 
adulterous sexual union. Here Dunstan unambiguously distances 
himself from any imputation of adultery in AID. 

In an earlier text, Dunstan had argued that, when AID practitioners 
cite the beneficial effects of the procedure, they should be ready to 
refer to evidence. Here he makes his first such reference to evidence of 
this kind. ‘Some practitioners keep private records of the subsequent 
history of marriages with AID children; the incidence of breakdown is 
said to be low’. 

The general tenor of this entry in the Dictionary is positive. The 
argument about ‘a good ethics of the practice (of AID)’ is ever more 
strongly attached to the professionals. The establishment of AID 
‘within the most reputable and public sectors of the medical profession 
will enable the nation to deal more prudently with contingent social 
issues of ethical importance as they arise’. 

Dunstan’s entry on AID in the second edition (1981) of the same 
Dictionary shows hardly any changes from that in the first edition, 
though he does note the Law Commission’s suggestion of a ‘statutory 
deeming provision’ to resolve problems of the legal paternity of AID 
children. But in neither the 1977 nor in the 1981 entry is there, whether 
by direct statement or implication, any evidence that Dunstan still 
holds AID to be a 'less than human act’. 

The next discussion of AID by Dunstan which I will consider comes in 
his contribution to the 1982 symposium of the Eugenics Society, 
published the following year (11). His brief included a number of 
topics; thus AID could only receive a cursory glance. Dunstan sets his 
remarks about AID in an already familiar framework, but here very 
clearly and concisely described. Genetic improvement, as with all 
8 medical advance, is achieved by scientifc investigation, clinical 



experiment, and the taking of risks. The lay response to genetic 
medicine is often somewhat negative because intimate feelings and 
political fears are involved. But this scientific advance presses us 
positively to consider what is distinctive about human beings, to 
consider what moral protection is owing to the humanity of those 
beings, and to consider what social institutions are needed to embody 
that protection. 

Evidently Dunstan is somewhat weary of the AID question! He 
expresses impatience for the legal, social and professional changes 
which he has for so long commended. Nevertheless, in this essay, a 
‘few, new, recent elements or emphases are to be noticed’. Chief 
among these is evidence form the CECOS AID centres in France. 

Plainly, Dunstan approves of the high professional standard achieved 
by these centres in use of frozen semen, choice of donors and absence 
of payment to donors. Dunstan concludes his contribution to the 
Eugenics symposium, not with a plea for fundamental ethical debate, 
for what has already been done in this respect is largely sufficient and 
does not need to be rehearsed. Instead, the following requirement 
should be met. ‘If we assume that AID will continue as a service to meet 
personal need, and if we respect also the human and social context in 
which that need is met, we shall require institutions apt to embody the 
social ethics, as well as professional care to assure a disciplined 
clinical practice’. 

In the following year, 1984, the Warnock Report was published. It 
devoted a good deal of space to recommendations for the conduct of 
AID and IVF. To what extent did Dunstan find in Warnock a satisfactory 
provision for AID? In his article ‘Warnock Reviewed’ (12), Dunstan 
asserted that the Warnock Report ‘has responded entirely positively to 
the new knowledge and medical techniques, and given the nation a 
reasoned argument for a policy to contain them'. He goes on to say that 
he endorses wholeheartedly Warnock’s statement of principle and 
most of the practical proposals. In his response to Warnock, Dunstan 
gives definitive evidence of an ethical change of mind about AID. So he 
came to reflect ‘ruefully’ on his having been a signatory to the negative 
Church of England submission to Feversham in 1960. 

I want now to register a few, though for the present theme highly 
relevant, critical remarks about Dunstan’s argument. 

First, only at one point does Dunstan go any distance at all in 
explicitly affirming a centrality for the woman in the events and 
meaning of AID, in comparison with the married couple, the family and, 
indeed, the wider society. At one point Dunstan, bizzarely it seems to 
me, puts the donor in the most prominent position. Second, if the 
question is asked ‘what factor or factors caused Dunstan to become 
more favourably disposed, ethically, to AID?’, the reader of these texts 
is bound to answer that the chief factor was the growing acceptibility of 
AID to the medical profession and to those closely related to it. In this 
context, the acceptibility was chiefly construed in terms of the medical 
profession controlling the AID process. This includes decisions about 
how the process should be managed and about who should be judged 
eligible for it. I can find no trace of suspicion of the presence of 
ideological elements in medicine or in technology in general. Third, 
Dunstan deals, for the most part, with AID as an issue in individual 9 



ethics; he pays much less attention to the macro-issues. Fourth, 
Dunstan betrays not much more than formal interest in the function of 
explanation, counselling and consent with regard to the human 
relations constituted and affected by AID. 

FEMINISTS AND THE NRTs 

I propose now to consider an evolution of opinion and approach 
which contrasts sharply with that of Dunstan. I refer to the wayIn which, 
after Simone de Beauvoir in The Second Sex (English edition 1953) 
and Shulamith Firestone in The Dialectic of Sex (13), secular Feminist 
thought has moved from an apparently highly sympathetic view of the 
NRTs to, in the middle and late 1980s, among many (but by no means 
all) secular feminist thinkers, a more or less hostile attitude. (In this 
connection I focus particularly on the writings on Jalna Hamner who 
was a prominent thinker during this period). In other words, the flow- 
direction of Dunstan's argument for accommodation is reversed. 
However, if secular feminist thought at the beginning and the ending of 
our period is markedly different, and if today, when a group of highly 
articulate feminists (it is impossible to guess the proportion) are more 
or less unsympathetic to the NRTs, one conviction is constant. 
McCormack, over against Dunstan (as it were), expresses this 
constant conviction thus: ‘But reproductive technologies are unique in 
one respect: they have a special impact on women. And, because they 
do, it is from the perspective of women that any rules, principles, 
concepts or policies must start and ultimately be judged’... ‘But the 
range of questions (legal, philosophical, religious, political) that have 
been generated are first and foremost women's questions; they cannot 
be treated as if they were disembodied decontextualised abstractions’. 
‘However, for better or for worse, the primary and fundamental 
premise, the a priori proposition, is that matters of reproduction 
belong to the special domain of women whose 
knowledge overlaps with men’s but is informed by their own 
subjectivity and whose “ways of knowing” have been both devalued 
and marginalised by a patriarchal social order’ (14). 

In Simone de Beauvoir’s analysis, giving birth is ‘not an activity, and 
brings no pride in creation’ (15). She comes close to saying that for a 
woman to understand her reproductive function as creative is at least a 
defensive, sentimental rationalisation, or at most an act of bad faith. 
Thus there is no way in which female authenticity can be expressed or 
reflected in reproduction. The human child which is the product of 
reproduction has no value; we must wait until the child is awarded 
value by men who are the makers of value. Thus NRTs would, for de 
Beauvoir, be in no way the disturbers of high and tenable values. 

Shulamith Firestone’s The Dialectic of Sex (published in America in 
1971 when, she observed, ‘several teams of scientists are working on 
the development of an artificial placenta (and) even parthenogenesis 
— virgin birth could be developed very soon) takes de Beauvoir’s 
argument to its full conclusion. Radicals should concentrate ‘their full 
energies on demands for control of scientific discoveries by and for the 
people.... For, like atomic energy, fertility control, artificial 
reproduction, cybernation, in themselves, are liberating — unless they 
10 are improperly used’. The essential basis of women’s inferiority lies in 



the given, intransigent nature of childbearing. ‘Pregnancy is barbaric’. 
Clearly, women’s liberation depends upon the transcendence of 
biology which extra-uterine pregnancy and technological reproduction 
could achieve. ‘Artificial reproduction is not inherently dehumanising’. 

We should look for ‘the freeing of women from the tyranny of their 
reproductive biology by every means available, and the diffusion of the 
childbearing and childrearing role to the society as a whole, men as 
well as women’ (16). All this could lead to a ‘... qualitative change in 
humanity’s basic relationships to both its production and its 
reproduction’. This would be an ‘event of enormous historical 
significance’. Firestone’s argument is set in the utopian context that by 
the overcoming of sexual differentiation, power as such will be 
abolished and human relationships will be harmonised. 

Why did a significant body of feminist opinion, at the time, react 
sympathetically to Firestone’s eulogy of NRTs — as far as their 
outcomes could be predicted? Rose, writing in 1987, suggested that 
‘Firestone’s unrealistic Utopian hopes and the theoretical naivety of 
her analysis had made it more difficult for women to see the political 
threat flowing from some of the fast-developing techniques of 
reproduction — not least the test-tube baby’. However, ‘for feminist 
theorists... the flawed premises of Firestone’s analysis — that 
women’s oppression lay in biology than in society — closed the debate 
(17). 

No feminist thinker since Firestone has defended without 
equivocation Firestone’s admittedly incomplete and underdeveloped 
argument, though, as we shall see, elements of that argument appear 
from time to time. 

A very early, sharp, but still qualified, riposte to Firestone’s 
standpoint appears in Mariarosa Dalla Costa’s and Selma James’ The 
Power of Women and the Subversion of the Community (first edn. 

1972, second edn 1973, third edn 1975). The crucial footnote occurs in 
a discussion of work within the capitalist system generally, and the 
value of technological innovation. ‘But (the woman) is always on duty, 
for the machine doesn’t exist that makes and minds children’. Footnote 
9 reads: ‘we are not at all ignoring the attempts at this moment to make 
test-tube babies. But today such mechanisms belong completely to 
capitalist science and control. The use would be completely against us 
and against the class. It is not in our interest to abdicate procreation, to 
consign it to the hands of the enemy. It is in our interest to conquer the 
freedom to create for which we will pay neither the price of the wage 
nor the price of social exclusion’. It is clear that the authors are not 
using a deontological argument totally to condemn; they are claiming 
to point out the consequences of the NRTs in a sexist-capitalist 
society. 

A kind of interim statement can be found in an article of 1976 by 
Hilary Rose and Jalna Hanmer (19). It is useful to pick up some of 
Hanmer’s outlook at that time, since she has subsequently adopted a 
much more radical standpoint and a much more vigorous form of 
expression. Their particular concern in this article was ‘whether these 
advances (in the regulation and modification of reproduction), given 
that science and technology are part of the culture and institutions of a 
class-bound and patriarchal society, are likely to add to women’s 11 



liberation or to their oppression’. Rose and Hanmer conclude that 
between the old technologies of regulating reproduction and the new 
is a major shift from individually controlled technology to a potentially 
state controlled technology. ‘Women’s inferior social position ... will 
make it easier to deprive them of even their present gains in terms of 

controlling their reproductive function_Today’s religion — science 

— seems to be moving in the ... direction (of) limiting her right to 
reproduce, if not asking her to commit “voluntary femicide”.’ Worthy of 
note in this transitional piece is the chiefly deductive character of the 
argument about NRTs drawn from more generalised postulates about 
science, techology and the politico-economic order. More empirical 
arguments come later. 

Hanmer contributed an essay on ‘Sex Predetermination, Artificial 
Insemination and the Maintenance of Male-Dominated Culture’ to the 
1981 collection Women, Health and Reproduction (20). The first part of 
the essay, dealing mainly with AID, considers at some lengths the 
question of the mother’s legal rights. ‘Why cannot mothers legitimate 
their children? ... .This question is of core significance in a patriarchal 
social order for both those who wish to destroy it and those who wish to 
find ways of maintaining existing relations of power in changing 
circumstances’. AID does not raise to the same degree the issues of 
the more technological NRTs, being itself not very technological. 
Nonetheless ‘we can expect the state to act through legislation in an 
effort to retain male dominance’. On the other hand, sex predetermin¬ 
ation is no threat to male dominance; it is unlikely to change the 
patriarchal emphasis of our society. But, world-wide, it might 
constitute a threat to women as a class.'... It offers the possibility of 
strengthening son-preference and daughter non-preference, of 
reinforcing sex roles by under-writing the conflation of sex and gender, 
of altering the sex ratio further in favour of males, of placing greater 
restriction on women’s limited control over their reproductive 
capacities. 

Hanmer’s essay of 1983, ‘Reproductive Technology: the Future for 
Women?, which appeared in the symposium Machina ex Dea, takes 
each type or group of procedures, and describes and comments upon 
them (12). Before beginning, however, Hanmer is at pains, as in her 
article of 1976, to ‘consider these developments (in the technology of 
human reproduction) in a social sense, as science does not exist 
independently of society’. 

Thus, ‘the evolution of questions for study, the resources that are 
made available for their exploration, including financial and other 
support by the state, and the involvement of commercial enterprises in 
the marketing of products are not inevitable processes. In a capitalist 
society, research developments are related to issues of profitability’. 

This theme is taken up and developed in a 1990 book review by 
Peggy Chinn (22): ‘In political terms... there is no simple cause-effect 
relationship between women’s demands for reproductive health care 
and the amount or type of service provided. This is an important 
counter to the frequent (sometimes, feminist) defence of the “new” 
reproductive technologies, that women have a right to make the choice 
to demand them and to use them, based on right or desire. However, 
12 the state... responds selectively to women’s reproductive demands, 



prioritising them according to its own vested interests.... It is clear 
that what women demand depends in part on what is available, and 
what suppliers make available is determined by potential profits and 
only peripherally, if at all, by women’s demands'. 

In the matter of link-ups between ethics and research, Hanmer 
refers to a time when Robert Edwards, one of the pioneers of IVF, was 
being blocked, by professional bodies, in the search for support, but 
was able to gain from a small ethics committee (of which Edwards had 
been a member some years before, and of which the current 
chairperson was a distinguished geneticist), ‘considerable powerful 
support’ for his experiments. Hanmer comments: ‘this is a common 
pattern; the experimenter is also the ethicist who defines the terms of 
the debate and offers the solution. Ordinary women, including the 
experimented upon, are denied a voice’. 

In this essay Hanmer makes a two-fold appeal against the NRTs: 
first, quoting from O’Brien (1981) she regrets the loss of ‘reproductive 
consciousness’ in ‘normal childbirth’ when high technology is used; 
but, second, ‘the views of the husband and the general social 
proscriptions on what a woman should be and do are influential and 
usually decisive.... It does not seem unreasonable that women 
should go to any lengths, no matter how unproven the technology, to 
attempt to conceive’. 

Hanmer appears to evince some measure of optimism about the 
possibility that technology could play an affirmative role. She refers to 
the many campaigns and groups, often at the grass-roots, which are 
examples of ‘women taking control of these technologies’. But 
'whether women will remain the researched upon, the “nature” to be 
controlled, will depend upon these and future challenges to the 
dominant social interest that lie behind the mobilisation of research, 
funding, state and public support for the developments described ...’. 

Then the vote of optimism is balanced by reference to ‘the struggle 
over who shall control female biological reproductive processes... 
(involving) major social re-structuring ...’. Hanmer, in conclusion, is 
altogether clear that we are not dealing here simply with individual 
choices and individual ethics, whilst the wider world goes its way. 

There are wider implications for women as a class, whether or not they 
personally use these technologies. 

I halt this sequential analysis with Hanmer’s 1985 essay on 
‘Transforming Consciousness: Women and the New Reproductive 
Technologies’ (23). In the first part of this essay, Hanmer looks back at 
the way in which sexuality, childcare and biological reproduction have 
become separated, and how women began to take up, collectively, 
some of the issues which related to these themes, so developing 
women’s revolutionary consciousness. Hanmer sees the present age 
as marked by the recognition that ‘women’s reproductive processes 
are being taken over by being controlled more closely at every stage, if 
not ultimately to be replaced by artificial machinery to gestate the 
young’. In this connection, a number of themes deserve mention. 

First, women are finding it difficult to gain the knowledge by which 
they can turn this new technology to their advantage, because of the 
way in which access is controlled. Women are told that this new 
technology, with its social and legal consequences, is occupied with 13 



embryos, foetuses, the family, and men, and not with mothers/women. 
Second, the prevailing rhetoric asserts that technology can do the job 
of reproduction better than women can. This message’, claims 
Hanmer, ‘tears at female consciousness and identity’. Third, the way in 
which women's reproductive consciousness will be affected will vary. 
Women will be divided against each other. Hanmer then draws explicit 
attention to the threat, in this connection, to the so-called Third World 
from where women from poorer countries may be used as surrogates 
and from where body parts are sold to the First World. Fourth, Hanmer 
is of the opinion that ‘the dominant mode of control is changing hands 
from the individual male through marriage to men as a social category, 
through science and technology, and the pace is accelerating’. This 
leads to greater monitoring of women as mothers. There is no 
framework or vocabulary to handle the emerging ethical and 
philosophical problems. The totality of the control of women’s bodies 
which is now becoming feasible alters the terms in which the new 
reproductive technologies must be considered’. Fifth, there is 
reprehensible behaviour, though Hanmer is cautious in attributing 
blame for deliberate maleficence. But, for example, ‘there is a massive 
cover-up of the effects of contraception and its relation to cancer and 
infertility’. Finally, Hanmer draws attention to the traditional location of 
sexuality, reproduction and childcare in the private sphere, the sphere 
of women’s subordination. It is precisely that private sphere which is 
being challenged by women. 

I shall now list four points which arise in the evolution of Hanmer’s 
ideas, so that these can be compared with Dunstan’s. 

First, where Dunstan hardly affirms the centrality of women in AID, 
Hanmer asserts that instead of where women ought to be, namely at 
the centre, we observe everywhere reference to the embryo, the 
foetus, the male, but rarely the mother/woman. 

Second, where Dunstan emphasised the growing acceptability of 
AID to the medical profession as the chief factor which disposed him to 
a favourable ethical view of it, Hanmer looks with the greatest 
suspicion at, and antipathy towards, the NRTs in as much as they point 
to the increasing medicalisation and male control of women’s 
childbearing capacities. 

Third, where Dunstan, for the most part, treated AID as a personal- 
individual ethical issue and, when he did refer to society or the state, 
conceived these relationships in static terms, Hanmer regards the 
NRTs as in a set of interactive relationships involving individual, class, 
gender, society, the professions, and the state. 

Fourth, Dunstan is not politically conscious and therefore is unable 
or unwilling to generate political ethics in which to locate the NRTs. 
Hanmer is very politically conscious and is continuously preoccupied 
with an interactive ethic of the political order — as the preceding 
paragraph made clear. 

I have traced, from de Beauvoir to an essay by Hanmer roughly 
coinciding in date with Dunstan’s later reflections on AID, a 
progression of ideas in which the NRTs are handled more and more 
roughly by some of their feminist critics. I go on to consider, in the next 
section two further themes — language and image — which are only 
briefly mentioned in the feminist texts which I have expounded, but 



which are of capital importance in the debate. 

LANGUAGE AND IMAGE 

I intend in this section briefly to introduce two features of feminist 
critical analysis which have important bearings on the NRTs, and on a 
broader front too which need not however concern us here. I observed 
in the section on Dunstan how, step by step, a medicalisation of AID 
shaped the positive ethical ethos towards which Dunstan was moving. 
Hanmer, on the other hand, was seen to be intent on a de- 
medicalisation of the NRTs so that they can be seen and assessed in 
the holistic and personalistic terms which, it is believed, are most 
appropriate to them. Of course, such a personalistic perspective 
relates not least to how the woman/mother is viewed. I shall now 
consider, in no more than an illustrative way, the allegedly misleading 
impact on the ethics of NRTs of medicalised attitudes in langugage and 
image. 

In an article on surrogacy, Juliette Zipper and Selam Sevenhuijsen 
comment that ‘... we do not want to take sides in a potential debate 
between liberation and oppression. Both perspectives have a degree 
of plausibility, but it is doubtful whether feminist analysis will develop 
any further when it remains caught in an opposition between liberation 
and oppression. It is not technology itself that complicates theory and 
strategy. What makes it complicated are the terms in which technology 
and its social consequences are spoken about...’ (24). I should not 
wish to go as far as these authors do in not according more of an 
influence in these matters to ‘technology itself. But their emphasis on 
‘the terms in which technology... (is) spoken about’ is of capital 
importance. 

In my judgement, quite the most sophisticated and discerning of 
attempts to explore, in a systematic way, this issue of the terms used 
comes in an essay by Deborah Lynn Steinberg which I shall consider at 
some length (25). In this essay, among other things, the author 
decodes ‘the meaning and structure of "in vitro fertilisation" treatment 
and language in terms of how they represent the consciousness and 
priorities of the medical scientific community regarding their 
construction of the status of women, their perception of their own 
legitimate power, and the status of their "in vitro fertilisation" project’. 
Steinberg points to Two fundamental processes’ by which the status of 
women is constructed and reflected in the context of IVF. These are 
‘erasure’ and ‘recombination’. Erasure refers to the processes which 
obscure or remove women from recognition in IVF; recombination 
refers to the effects of IVF procedures on women, namely the 
alteration, removal and reconstruction of parts of or affecting women’s 
whole bodies. Steinberg holds that ‘both these processes of erasure 
and recombination of women ... operate to depersonalise, that is to 
fragment, alienate and injure, women’. I shall briefly summarise three 
of Steinberg’s many examples. 

1.‘/n vitro fertilisation’. This label means only the act of fertilisation 
and (incorrectly) the place, when in fact IVF is an extensive series of 
procedures. Furthermore, the label ‘IVF ‘names the one part of the 
process from which women are physically absent’! The term ‘test-tube 
baby’ again misdescribes a petri dish, but more importantly the term 15 



‘test-tube’ ignores the mother's agency and names only the product of 
the process — the baby. The phrase 'IVF couples’ (= heterosexual 
couples) is widely used. It denies the autonomous individuality of 
women (and of men). It implies an eligibility for IVF treatment. It 
conflates women’s and men’s involvement in IVF, whereas the woman 
is the object of IVF. 

Steinberg draws the conclusion that ‘both of these terms, ‘in vitro 
fertilisation’ and test-tube babies’ with the Latin (technical jargon) 
words of the former and the reference to laboratory paraphernalia in 
the latter, implicitly recognise medical science as the central (if not the 
only) domain of reproductive practice. By extension, these terms 
implicitly recognise medical and scientific practitioners... as agents 
of ‘IVF’ and most importantly as agents of (women’s) reproduction; the 
ones who make it happen’. ‘Women ... are not only not identified as 
agents of their reproduction, but they are not identified in any 
capacity’. 

2. 'Egg recovery’ is a term widely used to name the process in which 
by laporoscopy and, now, by ultrasound, ova are ‘taken’ from the 
woman for subsequent fertilisation in vitro. This label ‘egg recovery’ 
implies the ‘regaining’ of something, whereas ‘dispossesion’ might be 
more precise. Neither ‘egg recovery’ or ‘egg pick-up’ refer, Steinberg 
observes, to the woman whose ova are removed. The other term used, 
namely ‘harvest’, is equally misleading and inappropriate. (‘Extraction’, I 
suggest, may be the most appropriate term). Steinberg notes how in 
these and similar contexts (a) women’s organs and tissues are 
‘described in a disembodied way’ as, for example, ‘it’ or ‘the uterus’; 
and (b), as in ‘the uterus previously primed with hormones’ where not 
only the uterus, but the whole body of the woman, is affected by 
them. 

3. ‘Infertility’. This is a ‘fundamentally contradictory’ system of 
classification. Sometimes it offers a strict conceptual framework; at 
other times it is ‘vague, inconsistent and over broad’. Moreover the 
association of infertility with childlessness in IVF can be a 
misrepresentation; the woman may already have a child. ‘Infertility’ is a 
key concept in relation to IVF provision. It is the context and the means 
for administrating IVF. It therefore functions as an ‘a priori framework 
for a fragmentation, alienation and erasure of women’s bodies, lives 
and selves’. 

Following these linguistic enquiries, whose ontological implications 
are also explored, Steinberg’s essay concludes with a similar analysis 
of the now superceded Voluntary Licensing Authority (VLA) set up in 
1985 after Warnock by MRC and RCOG and dealing with criteria of 
practice and research. The following points are noticed here. 

1. Despite its claims, VLA was not a consumer protection agency, 
forwarding and/or protecting the interests of consumers/patients, but 
rather reflected and sought to protect the interest of medical scientists 
and their practice. It proceeded on the basis of a system of internal 
medical scientific self-regulation. ‘Not one of the “lay” members of the 
VLA specifically represents the interest of women, the consumers and 
primary subjects of “IVF" treatment’. 

2. The VLA guidelines for acceptable research involve women’s 
16 embryos to a substantial degree. But while embryos are thus 



discussed, ‘women and the procedures women undergo are never 
mentioned’. This definition of embryos as separate from women ‘has 
grave implications for the civil status, personhood and reproductive 
autonomy of women’. 

3. The VLA sees consent contracts as to remind patients of the 
exact terms of their consent’ and to provide ‘additional security’ for the 
doctor. These provisions, Steinberg concludes, do not protect the 
(woman) patient from injury or abuse. 

How does Steinberg summarise her conclusions about language? 
‘Practitioners use misleading language to name and describe "IVF” 
tools and procedures such that “IVF” appears to be a practice 
unrelated or, at best, inconsequentially related, to women. With "IVF” 
treatment, they actively dis-integrate women’s bodies and limit 

women’s agency-Women ... have had no directive or initiatory 

impact on the development and practice of “IVF’. Choice for women in 
this context is, at best, a derivative, consumerist choice. Women can 
consent to pre-existing options which they have had no substantive 
role in determining’. 

The second feature of feminist critical analysis of the NRTs, which I 
shall briefly discuss, concerns images and the negative power of 
misleading images. 

A quotation from Yoxen initiates the theme. 'I believe that much 
recent debate has been based on what I call an “over-individualised 
notion of the embryo”. Commentators have concentrated on those 
genetic and development properties that confer individuality, to the 
virtual exclusion of those that concern the necessary continuing 
relatedness to another being, the mother...’ (26). Christine Crowe 
makes the same point in a different way.'... Focus has centred on “the 
embryo” as an entity unto itself. The Warnock Committee’s discussion 
of “research” on embryos did not acknowledge that such “research” 

constitutes experimentation on women’s bodies_ The only 

opposition to embryo research cited in the Warnock Report (by goups 
which advocated the "rights of the unborn child”) was articulated in 
terms of the embryo as constituting an entity which is separate from a 
woman.... In effect, in its decision about the formulation of the 
question to be addressed, the Warnock Committee chose one 
embryo-centered interpretation (the medical/scientific view) over 
another (the “right to life” of an "unborn child”) embryo-centered 
position’ (27). 

The discussion points to the deeper cultural embeddedness of 
androcentric attitudes. We can observe other instances in which a 
severance of relationship(s) takes place in order to promote a focus on 
a single, allegedly basic feature. Examples of this reduction are the 
kind of analytical philosophy which concentrates on the ‘word’, the 
kind of scientific philosophy which concentrates on the ‘atom’, the kind 
of existentialist philosophy which concentrates on the ‘moment’ and 
the kind of historiographical philosophy which concentrates on the 
‘event’. It is to activate reflection about this phenomenon from a 
feminist standpoint that the question of the disjunctive/non-disjunctive 
attitudes as being perhaps gender-based have been raised. 

Whatever is to be made of this speculation on the wider front, this 
section has indicated certain claims about the powerfully misleading 



character of some of the dominant language and images connected 
with the NRTs. We do not have to treat the issues as not yet settled to 
deny that this critique cannot help but raise far-reaching questions 
about consent, counselling and ethics in relation to those technologies. 

THE WARNOCK REPORT 

‘As with the “old” technologies the rule with the “new” ones is that the 
less women interfere with the medical experts the better.... There is 
an absence of explanation, counselling, and a lack of discussion about 
the unknown dangers of the technologies and alternatives’ (Renate 
Duelli Klein). 

In this short section I include parts of the Warnock Report relating to 
consent, counselling and explanation (28). I then pick up points which 
deserve mention, sometimes taking up their implications in the form of 
a question. This provides a basis for the final section of the essay. 

CONSENT 

‘3.5 We feel it to be very important that time and consideration 
should be devoted to explaining fully to prospective patients and, 
where necessary, to their partners the details of any infertility 
treatment they are to undergo. No such treatment should be 
undertaken without the fully informed consent of the patient and this 
should, in the case of more specialised treatment, normally be 
obtained in the presence of someone not associated with the 
performance of the procedures. We recommend that in the case of 
more specialised forms of infertility treatment the consent in writing 
of both partners should be obtained, wherever possible, before 
treatment is begun, as a matter of good practice. Any written consent 
should be obtained on an appropriate consent form. It also seems 
desirable that the process of explaining and describing prospective 
treatment should be embarked upon as far in advance as possible so 
that both partners have plenty of time to discuss and consider the 
treatment’. 

Comment: The supply of full explanation is desirable. But what 
counts as information? Does this mean the immediate technicalities of 
the procedure or is the net cast wider to include, for example, 
information about different ethical views generally held? Who 
administers consent? How informed is ‘fully informed’? Who is the 
possible third party to be? What counts as not being associated with 
the procedures? 

‘4.17 We unanimously agree and accordingly recommend that the 
AID child should in law be treated as the legitimate child of its mother 
and her husband where they have both consented to the treatment. 

This will require legislation’. 

Comment: Consent, which normally relates to a medical process, is 
here used to control the legitimate or illegitimate status of the child. 
What are the ethics of this? Does joint consent respect individual 
autonomy? Should not the mother’s consent be enough? 

‘4.23 Another principle on which AID should be based is that of joint 
consent, that is, a joint decision by the man and woman to seek the 
treatment. We believe strongly that both must consent to the woman 
18 being inseminated with the semen of another man. In giving consent, 



care must be taken that both the woman and the man fully understand 
and agree that the selection and screening of the donors will be 
undertaken by the medical practitioner. We recommend that the 
formal consent in writing by both partners should, as a matter of good 
practice, always be obtained before AID treatment begins. A consent 
form should be used and thoroughly explained to both partners’. 

Comment: Are there cases in which AID should go ahead without 
consent of the male partner? Why should the medical practitioner have 
the say about donors? Are the traditional family structure and norms, 
though not stated explicitly, the basis of assumptions about consent? 

‘6.6 The principles of good practice... should apply (in egg 
donation), including... informed consent.’ 

COUNSELLING 

‘3.3 A second issue concerns the Counselling, advice, information 
and discussion that should be available for those who seek treatment 
for infertility. Many of the problems which may arise in the course of 
treatment, whether this treatment ends in the birth of a child or not, are 
complex and they need to be given careful consideration over a period 
of time. We therefore believe that counselling should be available for 
infertile couples and for donors. In particular the task of the doctor and 
the counsellor must be to ensure that couples and donors fully 
understand the implications of what they are embarking on, what 
rights and duties they may have, and where they may expect to 
experience difficulties’. 

Comment: The combination of ‘counselling, advice, information, 
and discussion’, without explanation and differentiation, is highly 
confused and confusing. Counselling is described below as non- 
directional; how is this related to advice? How are the precise 
boundaries between doctor and counsellor drawn, if both have, at 
least in one respect, a common task? What are the 'rights and duties’ 
referred to? As the one most closely related to reproduction, does the 
woman have rights which others involved do not have? Is counselling, 
etc. to be compulsory? Has the counsellee the right to select a 
counsellor who holds or does not hold certain attitudes? 

‘3.4 The counselling that we envisage is essentially non-directional. 

It is aimed at helping individuals to understand their situation and to 
make their own decisions about what steps should be taken next. 
Counselling need not necessarily take place at the hospital, though this 
may be the most convenient location. It should be carried out in a 
neutral atmosphere and involve a skilled, fully trained counsellor. We 
recommend that counselling should be available to all infertile 
couples and third parties at any stage of the treatment, both as an 
integral part of National Health Service provision and in the private 
sector. We recognise that there may not be sufficient counsellors 
trained in this field at present, but we feel it is possible for counsellors 
trained in other fields to adapt their skills to deal with infertility. 
Specialised further training and funding for those attending such 
courses will need to be made available. We look to training bodies in 
social work and counselling to give guidance on these training needs 
and how they should be met’. . _ 

Comment: What is the relation of counselling to administration of 19 



consent, the presence of a third party in consent, and the giving of 
explanation? Does the counsellee need to know about ethical issues 
and factors, both personal and at the macro level? Is the role of 
counsellor a solo one or can it imply a group and mixed lay- 
professional setting? Should ethical training be involved in training of 
counsellors? The passage shows evidence of thought about 
neutrality. 

4.21 A small minority of the Inquiry,... consider that a gradual 
move towards making more detailed descriptions of the donor 
available to prospective parents, if requested, could be beneficial to 
practice of AID, provided this was accompanied by appropriate 
counselling'. 

‘6.6 The principles of good practice we have already considered in 
relation to these other techniques (ie. AID and IVF) should apply (in 
egg donation), including the anonymity of the donor... (and) the 
availability of counselling for all parties and informed consent 

EXPLANATION 

7.7 As with donation and AID there is a number of principles which 
should underlie the provision of embryo donation ... th e provision of a 
full explanation of what is involved to those taking part, including 
donors_’ 

OVERALL COMMENT 

The Report is to be praised for its concern to extend provision of 
counselling and other guidance. The relationships between 
counselling, consent, advice, explanation, etc., are nowhere at all 
directly clarified. The medical context is presupposed throughout and 
the medicalisation of all the NRTs is presumed without demur. With 
possible slight exceptions, there is no apparent consciousness of the 
feminist critique of medicine and medical practice in relation to 
reproduction and the NRTs. 

ETHICAL CRITICISM AND THE NRTs 

Mary Anne Warren sees the feminist criticism of the NRTs as 
occurring at two levels (29). 

The first of these is the ‘micro-level’, the level of individual behaviour, 
individual rights and wrongs. It is at the micro-level that much of the 
ethical discussion has been directed, notably in Christian circles, as 
the earlier account of Dunstan’s reasoning about AID illustrated. Much 
of this theological-ethical discussion has surrounded the compatibility 
of the NRTs with traditional views of individual marriage and 
childbearing, and with the questions which arise about the best 
interests of children born as a result of the NRTs. Even at this micro¬ 
level, where it might most be expected to occur, theological-ethical 
discussion has paid relatively little attention to ethical questions about 
the woman/mother. I suggest that there are two not 
unconnected reasons for this omission. First, ethical views about 
marriage and the family have been chiefly deontological in character, 
claiming from scripture and tradition an absolutist ethic. Thus ethical 
debate which centres upon means rather than ends is regarded with 
20 suspicion and fear. Second, the little attention which has been paid to 



questions specifically affecting the woman/mother directly and 
indirectly reflects the sexist character of mainstream Christian 
tradition. It comes therefore as something of a jolt when feminist 
writers are seen to move in the first place in their arguments to the view, 
for example, that ‘the primary issue (at the microlevel) is whether IVF is 
sufficiently beneficial to IVF patients to justify the commercial 
marketing of the procedure, or even continued research and 
development’. It is my considered judgement that there are so many 
critical and searching questions to put to the procedure from the 
standpoint of the woman, that the matters to be discussed are not so 
much matters of taste or inclination, but are deeply and thoroughly 
ethical. I shall return later to the implications of this for counselling. 

The second level of feminist criticism of the NRTs, as Warren spells 
this out, is the macro-level. This refers to the wider ‘social and historical 
context’. So the feminist critics seek to show that the different kinds of 
damage occasioned by the NRTs belong to a long history of physical 
and psychological damage caused to women as victims of ‘male’ 
control in general, and of the ‘male’ medical professions in particular. 
The argument appears to run that, if we can place the current 
developments in the NRTs in their wider social and historical context, 
we shall be more alert to present possible risks and threats. I regard 
this as a reasonable argument. It must be said however that, precisely 
because of the deeply-rooted sexism of the social and historical 
context, it is no easy matter to formulate, articulate and communicate a 
convincing account of precedents to, and parallels with, current 
developments in the NRTs. 

But I want to take further this argument which stops at ‘the social and 
historical context’. It appears to me that feminism is in a strong position 
to follow through the argument noted above into the ethical realm. In 
this connection, it is important to look for more interplay between 
different feminist and other ethical approaches to NRTs. I suggest that 
in the ethical context the distinction between ‘micro-level’ and ‘macro- 
level’ is not altogether helpful. The step forward into the ethical context 
requires us to take most seriously the way in which feminists have 
developed the argument about ‘personal’ and ‘political’. At its simplest, 
this argument means that the sphere for long deemed ‘private’, 
‘intimate’, ‘apolitical’ is to be regarded, when it comes to considering 
value and disvalue, as being as open and public as the ‘political realm’. 
There has been a tendency in modern Western Christian ethics, to 
which feminist ethics draws attention to over-individualise the 
‘personal’ and to over-collectivise the ‘so-called’ political. The 
principal effect, in the matter of NRTs, of thoroughly interrelating 
private and political, is immediately to enlarge the number and scale of 
arguments from the macro-level, which can be directly applied at the 
micro-level. Examples abound. For instance, the personal decision to 
be involved in surrogacy, in whatever role, is ethically related to macro¬ 
movements in the Third World and First World ‘underclasses’ — the 
term used descriptively — in respect of the commodification of 
embryos, babies, and so-called surrogate-mothers (30). It is not 
therefore surprising, indeed in a sense it ought to be welcomed, that 
feminist writers on the NRTs have shown themselves divided about the 
relation of micro and macro in the ethical context. For in feminism the 
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relation between personal and political is not marginal socially, 
historically or ethically; it is a foundational principle which demands 
much more development in the ethical dimension. 

This brief statement of a very important stage in my overall argument 
leads me to remarks about consent and counselling which are central 
to the substance of this essay. 

The idea of (informed) consent has steadily grown in influence so 
that for many health care ethicists it is a key concept. In practice it 
brings together two very different motives: first, the recognition of the 
human rights of the patient over against the claims of paternalism on 
the part of medical professionals; and, second, the protection of the 
medical professional against claims by the patient that the former has 
not explained the proposed procedure adequately, that the possible 
risks have not been quantified and expounded, and so on. Some 
would say that, ideally, the notion of (informed) consent envisages a 
two-way relationship of trust and confidence. Others would say that, 
for all sorts of reasons of which some are perhaps more reprehensible 
than others, the practice of (informed) consent is not really workable 
and that it is the patient who will normally lose out. It is not possible to 
discuss here the wider problems of consent. But there are some 
features of NRTs which must be mentioned with reference to consent. 
Steinberg, some of whose writing has already been discussed above, 
shows convincingly how, in respect of IVF, the processes of medical 
control and management, not least the specific requirements of 
consent, serve to separate sharply the public realm of clinical and 
experimental practice and the supposed private realm of women’s 
convictions, attitudes and feelings. Steinberg argues, surely with some 
justification, that a clash can occur between the conditions which are 
ideally desirable for a procedure which is seen as chiefly experimental 
in character, and the conditions which are needed for a form of 
Treatment’ which is highly personal in nature. The least satisfactory 
approach must certainly be that—and there are recorded instances of 
it — in which the consultant who will be responsible for the 
implementation of, say, an IVF procedure, also ‘administers’ the 
informed consent one-to-one, and serves as counsellor! The state of 
affairs becomes yet more unacceptable and confused if the same 
person sees himself or herself as in some sense the ethical adviser too. 
Granted that, by comparison, some arrangements are admirably 
handled, there is without doubt a need for further conceptual and 
institutional clarification about these different, but related, functions 
and roles. I want, in conclusion, to consider this need from the 
standpoint with which I am chiefly concerned in this essay, namely 
ethics. 

The material about counselling in the Warnock Report, together with 
the use of ‘consent’ is bare and mostly unhelpful. Three points can be 
made. First, the notion of ‘non-directional’ counselling as the most 
appropriate mode in NRT matters is to deal superficially with a far from 
superficial situation. There is the question as to whom the counsellor is 
and/or is seen to be accountable. There is the related question as to 
how the counsellor is related to the one who ‘administers’ (informed) 
consent. Second, if the general account of sexism in society—and not 
least in health care matters — is even minimally justified, then the NRT 



patients begin their involvement with already a restricted and misled 
autonomy; that state of affairs must require ‘direction’ of one kind or 
another if the autonomy is to be in any degree strengthened. The 
question then follows as to whether that direction stops with the micro¬ 
level or goes on to include the macro-level. I have already ventured the 
judgment that the feminist case has been made that the latter step is 
both desirable and essential. Third, if, in addition, we take into account 
the ethical dimension, then the issues of motive, knowledge and 
accountability loom even larger, especially if the ethical mode is 
pursued in interplay in and between both micro- and macro-levels 
(allowing for the moment such linguistic distinction to be 
maintained). 

Using a Christian pastoral vocabulary, these deeply-rooted issues 
cannot be avoided by appealing, in a loose way, to a univocal use of the 
term ‘care’. Used by itself or without internal nuance, the term is 
unhelpful. If we proceed, instead, by recognising three aspects of 
‘care’, namely ‘service’, ‘teaching’ and ‘kerygma’, which are in turn 
derived from our grasp of the nature of God’s turning to humankind, 
then we also recognise that misunderstanding cannot be avoided if the 
three aspects of ‘care’ are severed from each other. There is therefore 
a risk of serious falsehood if the trust implied partly in consent, and the 
recognition of autonomy implied partly in non-directional counselling, 
are separated from a commitment to help in the search for the sense of 
‘oughtness’ which we seek to discern and embody in human 
circumstances. 

Steinberg’s analysis showed how it could come about regularly that 
the high degree of professional management and control in NRT 
matters in the public medical realm could act so comprehensively as to 
deny to, for example, the IVF patient any part in that public medical 
realm, and indeed so confine the patient’s ‘personal’ realm that the 
patient has no place to be except in their own inner consciousness. It is 
without doubt easy that the administration of ‘consent’ and the 
provision of ‘counselling’ can, intentionally or (perhaps more often) 
unintentionally, coerce patients into this kind of powerlessness. 

One of the major tasks which confronts us, in the dilemmas 
generated by NRTs, is therefore, in my view, the development and 
empowerment of ethical consideration with interplay between the two 
realms. This consideration will vary from culture to culture, from 
circumstance to circumstance, from person to person. But, primarily, it 
must be a dominant concern to enable that ethical consideration to 
take place among those who are most implicated. Feminism, in its 
different forms, has seized, and hung on to, that need. But it is not 
intended as an improper step in a male colonisation of feminism, to say 
that this need, and the institutional response to this need, concerns’us 
all’. 
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